to complete another entire fellowship in order to practice what all surgeons, indeed all doctors, should be practicingpatient-centered care.
Rebecca was a surgeon. She wanted to operate. She wasn't interested in managing the most esoteric of symptoms. She would be happy to call a palliative care consult for that. ''Eighty percent of what I need to learn is how to break bad news,'' she told me.
Rebecca is one of several young subspecialty doctors I know who feel frustrated by the traditional approaches of many of their peers, and believe the only remedy is to complete a palliative care fellowship. The nephrologist who does consults in our ICU and confesses her despair to me when she is called in to perform dialysis at the end of a patient's life. The young emergency room (ER) doctor who told me he doesn't want to keep processing dying patients like a grocery bagger, lining them up and sending them to the ICU. These physicians are yearning for something they haven't yet found in their training.
And so Rebecca, a young mother, already in substantial debt from her training, was considering taking a year out, following the whims of ''the match,'' putting a hold on paying back her loans, maybe moving out of state, possibly losing the job waiting for her, all in order to become a card carrying palliative care physician.
I am a card carrying palliative care physician and it has been a transformative experience for me. But having been grandfathered in at an earlier time before fellowship training was required, I didn't have to turn my life around to do it.
Yet as appreciative as I am of palliative care, I feel I must strike a cautionary note about our attitude towards it. In its meteoric ascent since its official acceptance into the American Board of Medical Specialties in 2006, palliative care has essentially become the go-to specialty for patient-centered care at the end of life. The risk here is that we are lulled into thinking that we have the solution, and all we need to do is invest more in palliative care.
And for this, I believe patients will suffer. Why? Because there can never be enough palliative care physicians to attend to the needs of all dying patients. Moreover, even if there was a ratio of one palliative care doctor to every needy patient, it would still be hard to get palliative care consultation to those patients who are managed by those subspecialists critical of palliative care. The cultural divide is still too great. Last, and certainly not least, why should nonpalliative care doctors be let off the hook from being patient-centered themselves?
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Patient centeredness should not just be under the jurisdiction of palliative care; rather, it should be deeply embedded in the core principles of every branch and twig of medicine. We should all be practicing patient-centered medicine all the time. We must require every doctor to flex these muscles. If physicians simply depend on the palliative care team to swoop in as a last resort when they are out of curative options, they aren't learning those skills themselves. Indeed, they aren't even learning how to recognize the need for such a consult.
Subspecialists in particular-those who do things to people-should be patient centered, and yet most of them can't or won't take the time to complete a palliative care fellowship. And so I am concerned that by making palliative care the only game in town for patient centeredness we are not integrating its key principles into the rest of medicine.
And so where does that leave Rebecca, and the young ER resident, and the frustrated nephrologist?
I propose a new society, the American Society for PatientCentered Physicians (ASPCP). Its purpose would be to bring together physicians of all specialties whose treatment philosophy prioritizes patient-specific rather than specialtyspecific approaches. Communication, discussing goals of care, weighing benefits and burdens of treatment options, and managing pain and distress would be lauded as essential elements of patient care, at least as important as performing procedures and prescribing disease-specific therapies.
The ASPCP would sponsor the creation of individualized, patient-centered training curricula for all varieties of residency programs. Its members would help develop protocols and standards for patient-centered practice in their own fields. There would be annual meetings, CME, quality initiatives and position papers. Its growing representation across the various fields would begin to change the entire culture of medicine, leaving no specialty exempt from focusing primarily on the patient, not the procedure. Its members would find the camaraderie they are thirsty for, and be inspired and empowered to continue to push for change, even when they are feeling most isolated.
Most importantly, it would help us give our patients what they need.
''You don't need to do a palliative care fellowship,'' I said to Rebecca. ''What you need is to become the best surgeon that you can be, which includes becoming skilled at breaking bad news. It means being compassionate, logical, honest, and brave. That,'' I said, ''is why you became a doctor in the first place. So get to it.''
The American Society for Patient-Centered Physicians. Who's in?
